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Background: Catheter directed thrombolysis (CDT) has been shown to be associated with higher bleeding rates, however the impact of 
institutional volumes on safety outcomes of CDT versus anticoagulation (AC) alone is not known.
methods: The Nationwide Inpatient Sample database was used to identify all patients admitted with a principal discharge diagnosis of 
proximal or caval DVT from 2005 -10. Patients were divided according to treatment with CDT or AC. Institutions were divided into low (LV; ≤ 
5 annual procedures) and high (HV; > 5 annual procedures) CDT volume centers. Propensity matched comparison was performed between 
CDT versus AC alone using 44 co-variates including the Elixhauser co-morbidity index.
results: Amongst a total of 90,405 patients, CDT was performed in 3,649 patients (4.1%). At low volume centers CDT was associated 
with a significant increase in intracranial hemorrhage rates (1.2% vs. 0.1%; p= 0.0005) and trend towards increased in-hospital mortality as 
compared to AC (1.6% vs. 0.9%; p= 0.069). Conversely, at high volume centers there was no difference in in-hospital mortality (0.6% vs. 
0.7%; p= 0.654) or intracranial hemorrhage rates (0.5% vs. 0.2; p= 0.205) between CDT and anticoagulation. Rates of blood transfusion 
(LV: 11.8% vs. 8.3%; p= 0.0002, HV: 9.8% vs. 6.6%; p= 0.002), pulmonary embolism (LV: 16.1% vs. 10.5%; p= 0.0001, HV: 20.4% vs. 
13.4%; p= 0.0001), and vena cava filter placement (LV: 32.9% vs. 17%; p= 0.0001, HV: 37.7% vs. 19.7%; p= 0.0001), length of stay (LV: 
7.5 vs. 5.3; p= 0.001, HV: 6.85 vs. 5.07; p= 0.001) and hospital charges (LV: 81,460 vs. 27,809; p= 0.001, HV: 89,693 vs. 33,464; p= 0.001) 
were higher with CDT regardless of institutional volume.
conclusion: In this observational study we found a significant inverse relationship of institutional CDT volumes to intracranial hemorrhage 
rates. The bleeding complications and resource utilization remains significantly higher with CDT regardless of institutional volume.
